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During an annual recertification survey on May 2, |
2011, the Consulate Healthcare of Chattancoga
« was found to be in compliance with the LSC 2000
Health Existing Requlations.
| |
LABORATORY DIREGTOR'S OR-PRDV PLIER REPRESENTATIVE'S SIGINATURE TITLE (X5) DATE
/ : Lﬁ .5"1.}7 ~ "r

Any deficiency statement ending with an asterisk (*) denotas a deficiency which the Institution may be excused from corresting providirt it is determined that
other safaguards provide sufficlant protection to the patients. (See Instructions.) Except for nursing homes, the findinge stated above are disclosable 90 days
following the date of survey whather or nol a-plan of correction is provided. For nursing homas, the above findings and plans of corraction are disclosable 14
days following the date these documents are made available to the facility. If deficiancies ara cited, an approved plan of correctlon Is requisite o continued

program participation,

FORM CMS-2587(02-89) Previous Versions Obsalete Evant ID:17V521

1

Facility 1D: TN3314

If continuation sheet Page 1 of 1



